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arrayed.
b. (1) Nursing Facility Bed Replacement - Effective September 1, 1996:
Definition of Bed Replacement is defined as licensed beds newly constructed as an

alternative to renovating existing licensed beds and meet the eligibility requirements below:

I. alicensed nursing facility, certified to participate in the Rhode Island Medical
Assistance Program and in continuous operation and under the same ownership for
reimbursement purposes since July 1, 1967, and

ii. costs for renovating existing physical plant to modernize and to conform to fire safety
code laws governing nursing facility construction make the costs of renovations fiscally unsound.
For those nursing facilities eligible to construct new nursing facility replacement beds the
maximum allowable per diem cost in the Other Property Related Expenses cost center will be set
at the rate of $18.97 subject to the following conditions:

a) replacement beds are licensed in a number no greater than the actual beds licensed
in the existing facility, unless additional beds are approved by the Department of Health prior to
January 1, 2001, and constructed on one site, not multiple sites, and

b) if fewer replacement beds are constructed than are licensed in the existing facility
the license for the difference in beds will be unconditionally surrendered to the Department of

Health, and

Supersedes

TN #.01-004 / Effective Date: 01/01/01
Approval Date: ﬁ/é o/
TN# 96-007

OFFICIAL



